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Abstract 
Purpose 
The combination of power and conflict is frequently reported to have a detrimental impact on 
communication and on patient care, and it is avoided and perceived negatively by health care 
professionals. In view of recent recommendations to explicitly address power and conflict in 
health professions education, adopting more constructive approaches toward power and conflict 
may be helpful. 
Method 
The authors used social bases of power (positional, expert, informational, reward, coercive, 
referent) identified in the literature to examine the role of power in conflicts between health care 
professionals in different cultural settings. They drew upon semistructured interviews conducted 
from 2013 to 2016 with 249 health care professionals working at health centers in the United 
States, Switzerland, and Hungary, in which participants shared stories of conflict they had 
experienced with coworkers. The authors used a directed approach to content analysis to analyze 
the data. 
Results 
The social bases of power tended to be comparable across sites and included positional, expert, 
and coercive power. The rigid hierarchies that divide health care professionals, their professions, 
and their specialties contributed to negative experiences in conflicts. In addition, the presence of 
an audience, such as supervisors, coworkers, patients, and patients’ families, prevented health 
care professionals from addressing conflicts when they occurred, resulting in conflict escalation. 
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Conclusions 
These findings suggest that fostering more positive approaches toward power and conflict could 
be achieved by using social bases of power such as referent power and by addressing conflicts in 
a more private, backstage, manner. 
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Hospital teams are structured by professions and hierarchies that are associated with statuses. 
The differences in statuses create power differentials between individuals.1,2 Power can be 
defined as “having influence or control over the beliefs, behaviors and values of individuals, 
groups or institutions”.3 As such, power is inherently a social construct; it requires individuals to 
interact with one another under an agreement (often implicit) that some individuals will exert 
power over others, who will carry out tasks that they would not have engaged in otherwise.4-6 To 
explain this phenomenon, French and Raven developed a theory of social power and identified 6 
resources that individuals draw upon to influence others.7,8 These resources, referred to as social 
bases, arise from formal positions and personal traits.7,8 The 6 resources are (1) position, or 
legitimate power associated with one’s status or title (e.g., attending physician, nurse manager); 
(2) expertise, or individuals’ specialized knowledge on a given topic (e.g., cardiologist); (3) 
information, which individuals can use to persuade others to act (e.g., a bedside nurse’s 
observation of a patient demonstrating symptoms); (4) reward, or the ability to offer benefits in 
exchange for compliance (e.g., recommendation for formal recognition); (5) coercion, when 
individuals have the ability to force others to act in a specific way (e.g., requiring individuals to 
work beyond the end of a shift); and (6) referent or charisma, which refers to the ability to 
inspire others through confidence and warmth (e.g., supporting team members during 
challenging patient care situations).7,8 
Power distance, the perception of unequal statuses between individuals,9 can have negative 
effects on interprofessional team dynamics.10 The literature on teamwork in health care reports 
that power differentials can lead to conflicts,11-13 which are defined as the perception of 
differences, discrepancies, and incompatible goals among team members.14 Health care 
professionals have high tendencies to avoid conflicts and to view them negatively.13 Yet power 
and conflict are rarely explicitly addressed in health professions education and in efforts to 
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improve collaboration.15,16 Most research on conflicts in health care stresses their detrimental 
impact on communication and on patient care.17-21 In contrast, constructive approaches view 
conflicts as a source of organizational resilience.22,23 Conflicts may provide opportunities to 
clarify misunderstandings, to learn from others’ perspectives, and to innovate.24-26 Similarly, 
power differentials can serve a constructive purpose: They clarify roles and responsibilities and 
provide guidance to engage with those with different degrees of power. For example, a junior 
resident may refer to a clinical supervisor, who has both positional and expert power, when the 
resident is unsure about a patient diagnosis and needs help with patient management. 
Determining responsibilities and authority becomes more important in team-based care where 
coordination of work and communication are required, even though team members may not 
know each other, as a result of shifts and rotations.27 
Given the structure of hospital teams,1,2 there is an opportunity to use power and conflict 
constructively instead of viewing them negatively, especially in view of recent recommendations 
to explicitly acknowledge them in health professions education.15 Additionally, though 
perceptions of power and conflict vary depending on the culture,28-31 there is limited 
understanding of how these perceptions vary in the context of hospital teams. In this article, we 
use the social bases of power to examine the role of power in conflicts between health care 
professionals in different cultural contexts. Our aim is to extend the understanding of the role of 
power in health care conflict and to make recommendations for promoting a more constructive 
approach to power and conflict in health care. 
  AC
CE
PT
ED
Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.
8 
 
Method 
Research design and settings 
We conducted qualitative exploratory research on health care professionals’ experiences of 
conflicts in different cultural settings. Most qualitative research in health professions education 
focuses on single institutions, limiting the relevance of results to other settings.32,33 We 
interviewed professionals working at health centers in 3 countries: 2 academic medical centers 
and a community-based hospital affiliated with the clinical enterprise of the University of 
Washington (UW Medicine) in the United States; the Geneva University Hospitals in 
Switzerland, which provides a range of services from primary outpatient clinics to tertiary care; 
and the University of Szeged Medical Center and 3 regional hospitals and primary care services 
in Hungary. 
We selected these settings because they are both similar and different. The United States and 
Switzerland have high costs of care34,35 and relatively similar health insurance systems and 
managed care.36,37 By contrast, Hungary has low cost of care and state-funded universal health 
coverage.38 There, a gratuity system referred to as parasolvency inherited from the socialist era 
creates competition between health care professionals who want to ensure that they receive more 
than their colleagues.39 Health professions education differs between the settings, as it is more 
structured in the United States than in Switzerland and Hungary. However, health professions 
education models from the United States highly influence Switzerland and Hungary.40,41 Of 
particular relevance to this article, power distance, defined as perceived differences in statuses 
between individuals,9 tends to be low in the United States,42 intermediate in Switzerland,43 and 
high in Hungary.44,45 In each country, a local team conducted the research with the aim of 
identifying sources and consequences of conflicts and then published key findings.46-48 In this 
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article, we report findings from separate analyses of the data, focusing on the social bases of 
power involved in conflicts. 
Data collection 
The U.S. team developed the research protocol and the Swiss and Hungarian teams then adapted 
it to their local contexts and translated the interview guide for language and conceptual 
equivalence.49 Each team obtained IRB approval from local ethics committees. 
The research teams randomly sampled health care professionals directly involved in patient care, 
using lists of staff members at each health center included in this study. Eligible participants in 
the United States were physicians, nurse practitioners, physician assistants, nurses, and other 
health workers, and in Switzerland and Hungary, physicians and nursing professionals, as the 
other professional groups did not exist there. We invited participants from a variety of settings 
(e.g., inpatient, outpatient), specialties (e.g., internal medicine, surgery), and services (e.g., 
primary care). We contacted sampled participants by telephone and email to request an interview 
and conducted all interviews in person or on the phone. In total, we conducted 249 interviews: 92 
in the United States (July to December 2013), 82 in Switzerland (November 2014 to February 
2016), and 75 in Hungary (February 2015 to February 2016). We provide further detail on study 
participants’ professional background in Table 1. Because some participants shared several 
experiences, we collected 367 conflict stories. 
The interviewers had prior experience with qualitative research (they included N.B., É.C., V.M.-
J., P.H., and S.K.; other interviewers are listed in the acknowledgments). The interviewers had a 
deep understanding of the hospital environment without directly working in it, which was 
important to ensure that participants would feel comfortable discussing a topic as sensitive as 
conflicts with coworkers. In the United States, interviewers observed several interviews 
conducted by the primary researcher (S.K.) and discussed their thoughts on the process before 
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they started interviewing participants themselves. In Switzerland and Hungary, interviewers 
conducted pilot interviews with clinicians who did not participate in the study to test the 
interview guide, become more familiar with it, and receive advice from other interviewers. 
Throughout the data collection process, they also listened to all interviews to give feedback on 
interviewing techniques and to control for individual differences between interviewers. 
Supplemental Digital Appendix 1 (http://links.lww.com/ACADMED/A993) provides an 
overview of our guiding questions. We asked participants to discuss conflicts they had 
experienced or witnessed with coworkers. We prompted participants to describe what had 
triggered the conflict, what the consequences were, and how they had managed the conflict. In 
the United States, the team took extensive notes during the interviews because audio recording 
was not allowed by the IRB. In Switzerland and Hungary, the teams audio-taped interviews and 
transcribed them. 
Data analysis 
The research teams at each site first analyzed the data they had collected, focusing on the sources 
and consequences of conflicts between health care professionals. They performed these analyses 
with a combination of Microsoft Excel and Word in the United States (Microsoft Corporation, 
Redmond, Washington) and ATLAS.ti version 7.5 in Switzerland and Hungary (ATLAS.ti 
Scientific Software Development GmbH, Berlin, Germany). They published the findings from 
these analyses separately.46-48 In October 2016, we held a research symposium in Szeged, 
Hungary, during which we identified power as a critical element that deserved further 
examination across sites. More specifically, we wanted to understand which social bases of 
power individuals involved in conflicts drew upon and whether these bases differed between 
research sites and cultural contexts. For this article, we adopted a directed approach to content 
analysis,50 which means that we used the social bases of power (positional, expert, informational, 
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reward, coercive, referent7,8) as initial codes to extend our understanding of the role of power in 
conflicts. First, 2 researchers at each site (S.K. and N.M.B. in the United States, N.B. and 
M.R.N. in Switzerland, Á.K. and J.N.P. in Hungary) screened each conflict story to identify if 
power in a broad sense was involved. They excluded stories that tended to arise from 
interpersonal issues, such as 2 individuals from the same professional group and the same 
hierarchical level who disliked each other. Together, we then identified social bases of power in 
each story and recorded them in a Microsoft Excel spreadsheet, along with an English summary 
of each conflict story included in this analysis. Some stories had several social bases of power 
involved, but we usually identified one as being more prominent in participants’ discourses. For 
example, a resident described a conflict in which she perceived that her fellow had used his 
higher position in the hierarchy to ridicule her instead of teaching her. While the resident 
mentioned that the fellow sometimes made her perform tasks that were outside of her expertise 
(coercive power), the main problem was the difference in status (positional power). We used the 
Excel spreadsheet to compare conflict stories and to analyze the prevalence of each social basis 
of power at each site. We used the English summaries to immerse ourselves in the data and to 
start making sense of them. In doing so, we noticed that participants emphasized power when 
conflicts had occurred in front of others. Directed content analysis allows researchers to identify 
codes that go beyond the initial framework used,50 so we added 2 codes informed by impression 
management. This theory examines individuals’ strategies for presenting themselves in front of 
others through the metaphor of the performance stage: Frontstage interactions are more formal 
and hierarchical, while backstage interactions are more spontaneous and less hierarchical.51 We 
added codes to distinguish between frontstage conflicts, which had occurred in front of an 
audience (e.g., coworkers, patients), and backstage conflicts, where health care professionals 
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involved were the only witnesses of the conflict. We also provided further descriptions of these 
frontstage and backstage interactions for each conflict story in the Excel spreadsheet. 
Throughout the data analysis process, we had extensive meetings to discuss the data in a more 
nuanced way. In these meetings, we usually involved interviewers who had a deep knowledge of 
the data (e.g., N.B., S.K., É.C., P.H., V.M.-J.) and clinicians who were familiar with the hospital 
environment (e.g., N.M.B., M.R.N.) to discuss data interpretation and ensure that our findings 
were consistent with clinicians’ experiences. 
Results 
Approximately half of the conflict stories we collected across sites involved power (194/367, or 
53%), as Table 2 shows. Conflict involved power in 56/146 stories in the United States (38.5%) 
and 50/130 in Switzerland (38.5%). By contrast, almost all conflict stories involved power in 
Hungary (88/91, or 97%). In spite of these differences, the social bases of power tended to be 
comparable across sites and included positional, expert, and coercive power (Table 2). Our 
findings therefore focus on these 3 social bases; we provide an illustrative quote or excerpt from 
our notes for each social base in Table 3. 
In the majority of the stories, participants presented themselves as the victims of the situation and 
reported conflicts that had occurred with individuals who had greater power. Furthermore, most 
conflicts involving power were frontstage conflicts that occurred before an audience (158/194, or 
81.5%) (Table 2). 
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Social bases of power involved in conflicts 
Among conflict stories involving power, the majority involved positional power (113/194, 58%). 
These stories occurred within professions (intraprofessional) or between professions 
(interprofessional). Intraprofessional conflicts often involved participants’ supervisors, when 
participants perceived that supervisors had used their higher status inappropriately. For example, 
a physician reported how the head of her department took over her patients: 
Quite often, when I have patients who are hospitalized and are scheduled for an 
operation the next day, the head of my department goes to my patients and starts 
grilling them. He asks why they picked me as a doctor and insists that he should 
do the operation himself since he is head of the department. (Physician 24, 
Hungary) 
Interprofessional conflicts involving positional power also included other social bases of power. 
For instance, conflicts often occurred between junior residents and experienced nurses. As 
physicians, junior residents had more positional power that enabled them to place orders for 
patients. Nurses, however, had greater expert power and resisted residents’ orders, requiring 
residents to ask for support from someone with both positional and expert power: 
This nurse is very experienced and he doesn’t like taking orders from anyone. At 
some point my attending really had to step in and say, “Okay, that’s enough! We 
do as we decided and that’s it. I’m the one who wrote the order.” (Resident 61, 
Switzerland) 
Conflicts in which expert power was the main social basis took place when professionals from 
different specialties felt as though they were competing against each other: 
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The nurse describes a patient situation where multiple teams were involved. One 
consult team suggested a diagnosis, but the primary team refused to consider it. 
After much debate, the primary team decided to try the consult team’s suggested 
treatment. When the patient got better, the primary team assumed that the patient 
was responding to their treatment and discontinued the medication suggested by 
the consult team. The patient’s state significantly deteriorated. The nurse 
observed: “If they had worked together, the right treatment could have been given 
and maybe decreased the amount of risk and discomfort to the patient.” (Nurse 
22, United States) 
Conflicts involving coercive power often revolved around shifts. As an example, a resident 
described how a scrub nurse had been forced to stay after the end of his shift because the surgeon 
did not want him to leave during a surgery: 
The surgeon stopped the scrub nurse from handing the patient over and leaving. 
He said: “You have to stay; it’s a complicated surgery.” The scrub nurse was kind 
of locked in with the surgeon, in the sterile field, without being able to walk away. 
So the surgeon really gets to decide. That can be stressful. No one wants to upset 
surgeons because during surgeries, surgeons have the most power in the operating 
room. (Resident 63, Switzerland) 
Conflicts and impression management 
At all research sites, participants spontaneously reported that conflicts had been worsened by the 
presence of an audience. These frontstage conflicts occurred in the operating room, at 
interprofessional meetings, or during morning rounds. They also took place in public spaces such 
as hallways or patients’ rooms where patients and families were present. A resident described a 
situation where his patient’s parents witnessed a conflict between him and a nurse: 
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The pediatric resident was talking to his patient’s parents about a procedure to 
repair facial laceration. The nurse came in and said, “You need to wear a mask 
and gown.” The nurse added, “You have to stop doing what you’re doing now and 
put on a mask.” The resident went out, put on the mask and gown and went back 
to talk to the parents. Later that day, the resident went to the nurse to share his 
perspective. He explained that he was trying to speak with the family and build 
trust prior to performing the procedure. (Resident 10, United States) 
In this situation, the nurse’s expert power and her role as an advocate for her patient superseded 
the resident’s positional power because of the presence of the family. Although the resident was 
unhappy about the way the nurse had interrupted his discussion with the family, he waited until 
they were backstage, away from others, to try and resolve the conflict. When conflicts involving 
power occurred frontstage, participants often avoided discussing them, leaving the conflicts 
unaddressed. They did so for collegial reasons because they did not want to undermine their 
coworkers in front of others. A fellow described a situation where he thought that a colleague put 
too much pressure on residents at morning report. However, in spite of disagreeing with his 
colleague, this fellow did not step in: 
We were at morning report, there were lots of people there: anesthesiologists, 
midwives, nurses, residents, students. That’s not the right time to discuss a 
colleague’s attitude; we can’t start arguing at morning report. . . . You see, out of 
respect for my colleague, I can’t start complaining about him. I can’t say anything 
if there’s a nurse with us; it wouldn’t be fair on my colleague. (Physician 41, 
Switzerland) 
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However, participants reported speaking up and addressing conflicts that occurred backstage. 
These conflicts involved rapid discussions such as on the telephone: 
I was on night shift and there was a patient whose situation deteriorated. The 
patient’s doctor was not working that night but another doctor was on duty and he 
prescribed treatments for the patient. Then the patient’s doctor called me because 
the doctor on duty had told him about the issues, so he called and told me to 
administer a different treatment. But I said no, I won’t give anything that is just 
prescribed like that on the phone. (Nurse 54, Hungary) 
Discussion 
Using French and Raven’s social bases of power,7,8 we explored the role of power in conflicts 
between health care professionals in the United States, Switzerland, and Hungary. In doing so, 
we aimed to understand why power and conflict are often viewed negatively in health care in 
order to make recommendations to support a shift toward more constructive approaches. We 
found that most conflict stories shared in Hungary involved power (88/91, or 97%), which may 
reflect the high power distance in this context as a result of the socialist era.39,44,45 By contrast, 
conflict stories shared in the United States and Switzerland did not always involve power. When 
power was involved in conflicts, the social bases of power were similar across sites and 
predominantly included positional, expert, and coercive power.7,8 Conflicts involving power 
often occurred in front of an audience, in which case participants tended to avoid addressing 
them. When conflicts occurred backstage, participants reported speaking up and managing 
conflicts more proactively. 
Our findings reveal several problems associated with power and conflict in health care. 
Positional power was prominent in the conflict stories, representing the main social basis of 
power. This finding points to difficulties caused by rigid hierarchies in health care. Because 
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health care professionals undergo extensive periods of training, they remain learners for several 
years after the completion of their degree. This situation may create tensions when different 
social bases of power intersect, such as when individuals with greater positional power (e.g., 
junior residents) give orders to individuals with more expert power (e.g., experienced 
nurses).52,53 Conflicts between professionals from different specialties often involved expert 
power. These conflicts were triggered by different degrees of perceived control, influence, and 
authority associated with specialties.54 Conflicts around work hours and vacations tended to 
involve coercive power. Health care delivery is organized into shifts and rotations to provide 
continuity of care;55 when participants perceived that they had to stay beyond their shift for 
invalid reasons, they experienced it as coercive power. 
We also found that conflicts in which power played a role often occurred in front of an audience. 
Health care requires professionals from multiple specialties to engage in team-based care.27,56 
This means that health care professionals often perform their work in front of others, including 
patients and their families. Nurses at times drew on their expert power and their role as patient 
advocates to address frontstage conflicts, but most participants reported that these conflicts posed 
major hurdles to collaboration. Frontstage conflicts were often left unresolved, which could lead 
to escalating conflicts or trigger new conflicts.46,57 However, we found that participants 
perceived backstage conflicts as nuisances associated with daily work that were rapidly solved 
through discussions or speaking up. 
Based on our findings, we propose several recommendations to move from viewing power and 
conflict negatively and to adopt more constructive approaches. These recommendations align 
with recent discourses on teamwork in health care, which support open discussions of power and 
conflicts to improve collaboration.15  
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First, we found that the main social bases of power involved in conflicts were predominantly 
positional, expert, and coercive power and that our participants viewed them negatively. 
Supervisors and professionals in higher positions might benefit from openly acknowledging that 
they have more power associated with greater decisional authority and inviting everyone on the 
team to share ideas (e.g., using sentences such as, “I am aware that it might seem difficult to 
challenge my decisions because I am your supervisor, and I want you to feel empowered to 
speak up and ask questions”). They could also draw on other social bases such as referent power, 
which represents charisma and the ability to inspire.7,8 Individuals could draw on their referent 
power by modeling the positive behaviors they wish to encourage in team members, such as 
admitting mistakes and uncertainty and seeking advice from others instead of imposing 
decisions.58 This shift would also support psychological safety, which refers to the perception 
that individuals can act without fear of negative consequences.59 Psychological safety has been 
associated with decreased power distance and improved perceptions of team dynamics.10 Given 
that power tended to be highly intertwined with conflicts in Hungary, where perceptions of 
power distance are high,44,45 fostering psychological safety there may contribute to creating a 
respectful and inclusive environment.  
Second, interprofessional education (IPE) may be used to decrease the potentially negative 
impact of positional, expert, and coercive power on team dynamics. Power and conflict are rarely 
explicitly discussed in IPE,16 yet IPE provides a unique opportunity to equip learners with 
conflict management and negotiation skills. At the undergraduate level, IPE can prepare learners 
to navigate work environments in which individuals have different degrees of authority, 
experience, and expertise.60 At the postgraduate level, existing trainings such as interprofessional 
mock codes may be used to increase awareness of the potentially negative effects of positional, 
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expert, and coercive power on team dynamics, to discuss conflict, and to practice the use of 
positive social bases of power such as referent power.  
Third, efforts to promote constructive approaches to power and conflicts could target 
collaboration champions who are eager to develop better collaboration skills.15  
Fourth, our findings suggested that frontstage conflicts were detrimental to clinical work and 
were often left unaddressed, whereas backstage conflicts allowed health care professionals to 
address conflicts more readily. To foster more constructive approaches to power and conflict, 
health care professionals may opt to hold conversations around conflict in more private locations, 
such as offices, to discuss disagreements. 
Our study has several limitations. Because we did not specifically ask participants to talk about 
power, future research could focus on the interplay of power and conflict more deeply by 
prompting participants to discuss conflicts in which power was a key component. In addition, 
examining the link between power distance and frontstage or backstage handling of conflicts 
may provide new insights into power differentials. Another limitation is that as we mentioned in 
our results, most participants shared conflict stories in which they were in a perceived lower 
power position: They tended to describe themselves as the victims of the conflict. Although this 
finding points to the entrenched hierarchies in health care, it may also indicate participants’ 
impression management during the interview.51 Interviewing can generate rich insights into 
participants’ experiences. It is, however, also associated with power imbalances between 
researchers and participants.61 Although we paid attention to interviewers’ backgrounds to ensure 
that they had no working relationships with participants, it is possible that participants wanted to 
make a positive impression on interviewers. Sharing conflict stories in which they felt victimized 
rather than in which they used power to impose their opinion on others may have been easier.  
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Further research is needed to understand how those with more social power experience conflicts. 
Finally, this research was conducted in a limited number of settings and with limited professional 
groups. Extending the research to other groups, such as midwives or physical therapists, who 
have varying degrees of power depending on the patient care situation and on the country, may 
yield rich results. 
Power and conflict are frequently reported to have a detrimental impact on team communication 
and on patient care10,12,18,19,21 and tend to be avoided topics in health care.13 Because there is a 
need to explicitly address power and conflict in health professions education,15 we explored the 
role of power in health care conflict across cultural contexts to shift toward more constructive 
approaches. We identified key reasons why power and conflict are viewed negatively, which 
include perceived misuse of individuals’ position, unequal statuses between professions and 
specialties, and difficulties associated with shifts and work hours. Another reason is the frequent 
presence of an audience, such as supervisors, coworkers, patients, and families, in health care. 
Our results suggest that fostering more positive approaches toward power and conflict could be 
achieved by using social bases of power such as referent power and by addressing conflicts 
backstage in a more private manner. 
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Table 1 
 
Number of Participants by Professional Group and Research Site, Study of Experiences of 
Conflicts Between Health Care Professionals in Different Cultural Contexts, 2013-2016a  
 
 Research site  
Professional group United States Switzerland Hungary Total 
Hospital leaders 13 0 0 13 
Physicians (residents, fellows, attending 
physicians) 
37 43 51 131 
Nurse practitioners and physician 
assistants 
3 0 0 3 
Nursing professionals (registered nurses, 
nurse supervisors, certified nursing 
assistants) 
39 39 24 102 
Total 92 82 75 249 
aSemistructured interviews were conducted from 2013 to 2016 with 249 participants, who relayed 367 
stories of conflicts. Participants worked at health centers in 3 countries: 2 academic medical centers and a 
community-based hospital affiliated with the clinical enterprise of the University of Washington (UW 
Medicine) in the United States; the Geneva University Hospitals in Switzerland, which provides a range 
of services from primary outpatient clinics to tertiary care; and the University of Szeged Medical Center 
and 3 regional hospitals and primary care services in Hungary.  
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Table 2 
 
Conflict Stories Involving Power, Study of Experiences of Conflicts Between Health Care 
Professionals in Different Cultural Contexts, 2013-2016a 
 
 Research site  
Characteristic United States Switzerland Hungary Total 
Conflict stories     
Interviews, no. 92 82 75 249 
Conflict stories, no. 146 130 91 367 
Conflict stories involving 
power, no. (%) 
56 (38.5) 50 (38.5) 88 (97) 194 (53) 
Social bases of power in conflict 
stories involving power 
    
Positional, no. (%) 38 (68) 24 (48) 51 (58) 113 (58) 
Expert, no. (%) 10 (18) 12 (24) 12 (14) 34 (17) 
Informational, no. (%) 1 (2) 0 (0) 8 (9) 9 (5) 
Reward, no. (%) 0 (0) 0 (0) 1 (1) 1 (1) 
Coercive, no. (%) 7 (12) 12 (24) 15 (17) 34 (17) 
Referent, no. (%) 0 (0) 2 (4) 1 (1) 3 (2) 
Impression management in 
conflict stories involving power 
    
Frontstage conflict stories, no. 
(%)  
51 (91) 41 (82) 66 (75) 158 (81.5) 
Backstage conflict stories, no. 
(%) 
5 (9) 9 (18) 22 (25) 36 (18.5) 
aSemistructured interviews were conducted from 2013 to 2016 with 249 participants, who relayed 367 
stories of conflicts. Participants worked at health centers in 3 countries: 2 academic medical centers and a 
community-based hospital affiliated with the clinical enterprise of the University of Washington (UW 
Medicine) in the United States; the Geneva University Hospitals in Switzerland, which provides a range 
of services from primary outpatient clinics to tertiary care; and the University of Szeged Medical Center 
and 3 regional hospitals and primary care services in Hungary.  
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Table 3 
 
Illustrative Quotes or Excerpts From Research Notes for All Social Bases of Power and 
Impression Management From Conflict Stories Involving Power, Study of Experiences of 
Conflicts Between Health Care Professionals in Different Cultural Contexts, 2013-2016a  
 
Characteristic Illustrative quote or excerpt from research notes 
Social bases of power7,8   
Positional (power 
associated with one’s 
status) 
There are a lot of tensions due to a kind of caste system, with 
subordination and superiority associated with different teams. 
For example, the resident who works on the famous professor’s 
team gets a lot more opportunities and training than any other 
resident. (Quote, Physician 26, Hungary) 
Expert (power associated 
with one’s area of 
expertise) 
We had a patient on the floor, he had a cirrhosis and went into 
septic shock. We thought that the shock could have been treated 
in the ICU, but the ICU refused to take him because of his 
cirrhosis due to his alcohol consumption. Of course, they could 
not treat the cirrhosis, but they could have treated the infection. 
We had a lot of conflicts with the ICU about this patient. 
(Quote, Physician 3, Switzerland) 
Informational (power 
associated with 
information that one has) 
The participant is an intensive care physician and has learned 
that nurses on the floor often know when patients need to be 
transferred to the ICU. However, physicians on the floor refuse 
to listen to nurses. The participant often goes to the charge nurse 
on the floor to see which patients need to be transferred, based 
on nurses’ assessments. (Excerpt from research notes, Physician 
8, United States) 
Reward (power 
associated with the ability 
to compensate 
compliance) 
I should have been promoted a long time ago, but it only 
happened this year. And after so much time waiting for it and 
working really hard, all I got from the head of my institute was a 
text message to say congratulations. That’s it. I was very 
disappointed. (Quote, Physician 8, Hungary) 
Coercive (power 
associated with the ability 
to make individuals act in 
a specific way) 
The surgeon ordered blood work when there had already been 3 
blood draws with similar results. She went to the nurse and 
yelled at her in front of everyone in the operating room, asking 
why the blood tests were not returned. The family member 
looked at the nurse mortified and later asked whether she was 
okay. The nurse thought that they should take this conversation 
somewhere else, but she walked away to get the blood test done. 
(Excerpt from research notes, Nurse 24, United States) 
Referent (power 
associated with one’s 
charisma and ability to 
inspire) 
As junior residents, we really struggled at the beginning of our 
rotation because we are the reference center for all of 
Switzerland, so the attendings had really high expectations. 
They wanted us to go see them if we had problems, but that’s 
hard. They are the bosses and they have such high expectations. 
. . . We didn’t want them to be disappointed with us. (Quote, 
Physician 52, Switzerland) 
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Impression management51   
Frontstage (presenting 
oneself formally, as if in 
front of an audience) 
An attending came in with a team of residents and started going 
over daily care. At some point, she stopped everything and 
asked why the patient’s legs were not wrapped. She said, “This 
is part of a protocol. Do we need to do special training with 
you?” I felt terribly put on the spot in front of patient and family 
and all the doctors. She should have asked the question out of 
earshot of the patient. (Excerpt from research notes, Nurse 21, 
United States) 
Backstage (presenting 
oneself less formally, as if 
in more private spaces) 
The attending was only interested in his research and did not 
play his role in the clinic. . . .  Patients would go to him to ask 
about their diagnosis, and he would be dismissive and act as if it 
didn’t matter. That got me really mad, so at some point, I took 
him to my office, just the 2 of us, and I said, “Listen, there are 
things you can’t do! You can’t talk to patients like that!” 
(Quote, Nurse 40, Switzerland) 
aSemistructured interviews were conducted from 2013 to 2016 with 249 participants, who relayed 367 
stories of conflicts. Participants worked at health centers in 3 countries: 2 academic medical centers and a 
community-based hospital affiliated with the clinical enterprise of the University of Washington (UW 
Medicine) in the United States; the Geneva University Hospitals in Switzerland, which provides a range 
of services from primary outpatient clinics to tertiary care; and the University of Szeged Medical Center 
and 3 regional hospitals and primary care services in Hungary.  
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